


Colorado Department of Agriculture 
Division of Plant Industry 

700 Kipling Street, Suite 4000 
Lakewood, CO  80215-5894 

(303) 239-4146 
 

APPLICATION FOR REGISTRATION OF PESTICIDE-SENSITIVE PERSONS 
 
To be registered with the Colorado Department of Agriculture as a pesticide-sensitive person, please complete this application form.  
This application form is used to determine whether you qualify to be registered.  You have the right to inspect, amend or correct the 
application you submit.  All of the information on this application, other than the medical data found in the Physician�s Certification 
section, is a matter of public record.  Your name, address(es), and phone number(s) will be provided to commercial, unlimited 
commercial and public pesticide applicators so that they may attempt to notify you before making a turf or ornamental pesticide 
application on property abutting yours. 
 
I hereby request to be placed on the list of pesticide-sensitive individuals. 
 

PLEASE PRINT OR TYPE 
NAME 

 

PERMANENT RESIDENCE ADDRESS (No P.O. Boxes)  Multi-Unit Complex Name (if applicable) 

 

City State Zip Code County 

MAILING ADDRESS (if different from above) 

 

City State Zip Code County 

DAYTIME PHONE EVENING PHONE AUTHORIZED SIGNATURE 

 
PHYSICIAN�S CERTIFICATION 

 
I am a physician licensed to practice medicine in the State of Colorado and I certify that the individual named above is a patient of 
mine and should be placed on the registry of pesticide-sensitive individuals.  This individual has a documented sensitivity to certain 
pesticides and should not be exposed to them because of the following reason(s):  

 
__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________ 

 

Physician�s Name Colorado Medical License No. 

Street Address 

City State Zip Code County 

 

Telephone Authorized Physician Signature Date 

 

DPI-PA-51 REVERSE SIDE MUST BE COMPLETED 
(Rev. 9/99) 

REGISTRATION NO.



 
 
 

LIST OF ABUTTING PROPERTIES 
Please include a brief description of each abutting property such as; �house,� �adjacent apartment unit,� or �common landscape area 
immediately south of my condominium.� 

 
PLEASE PRINT 

 
1. Address       Multi-Unit Complex Name (if applicable) 
 
 
City 
 

County State Zip Code 

2. Address    Multi-Unit Complex Name (if applicable) 
 
 
City 
 

County State Zip Code 

3. Address     Multi-Unit Complex Name (if applicable) 
 
 
City 
 

County State Zip Code 

4. Address    Multi-Unit Complex Name (if applicable) 
 
 
City 
 

County State Zip Code 

5. Address    Multi-Unit Complex Name (if applicable) 
 
 
City 
 

County State Zip Code 

6. Address    Multi-Unit Complex Name (if applicable)  
 
 
City 
 

County State Zip Code 

7. Address    Multi-Unit Complex Name (if applicable) 
 
 
City 
 

County State Zip Code 

8. Address    Multi-Unit Complex Name (if applicable) 
 
 
City 
 

County State Zip Code 

9. Address    Multi-Unit Complex (if applicable) 
 
 
City 
 
 

County State Zip Code 

10. Address     Multi-Unit Complex (if applicable) 
 
 
City 
 

County State Zip Code 

 


